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In the progress of science synthesis and analysis play equally 
important and complementary parts. They are rarely used together 
but generally the methods of first one, then the other, hold 
sway. Analysis, for example, proceeds until confusion is threat¬ 
ened by the multiplicity of detail when synthesis steps in and 
brings order out of chaos. On the other hand synthesis oversteps 
itself and generalizes beyond the warrant of facts to which final 
appeal must be had by analysis as a correction. Analysis furnishes 
the means of inductive reasoning. Synthesis by generalizing the 
results so obtained becomes philosophy. These opposing tenden¬ 
cies are well exemplified in the history of psychiatry. Until very 
recently all forms of mental disease were included under a very 
limited number, usually only three or four captions. In the 
second edition of Griesinger’s work printed in 1882 we find all 
varieties of insanity included under three forms: states of mental 
depression; states of mental exhaltation; and states of mental 
weakness. In the past few years, however, psychiatry under 
gone a great change, particularly under the influence has the 
German school, and no modern text-book presents the subject of 
classification in such simple garb. Regis describes upwards of 
sixty species and at least one author considerably more. 

The problem of classification has been occupying the fore¬ 
ground and has been considered from every possible standpoint: 
the etiological; the symptomatological; the pathological; the 
psychological; and lately from the point of view of natural history, 
course, and termination. The result has inevitably been the de¬ 
scription of innumerable forms of mental alienation on the one 
hand while on the other certain symptom groups, the manic- 
depressive, the dementia pnecox, etc., have seemed to stand out 
more prominently from the mass of detail and there has been a 
generalized and concerted movement to crowd all sorts of cases 
under these heads. 
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At no time has there been a general recognition on the part 
of alienists of the possibility of a philosophy of mental diseases. 
We do not find during this period that the general field of mental 
alienation has been comprehensively and adequately considered as a 
whole from any point of view but on the contrary the whole ten¬ 
dency of recent years has been toward the creation of disease 
entities, of clinical types. 

While perhaps the facts are not sufficiently numerous and well 
founded to warrant the expectation that general conclusions of 
lasting value could be expected yet there are certain considerations 
which seem to me worth while in connection with this tendency 
to the multiplication of types. 

In the first place it would be strange indeed if the human brain 
with all its bewildering complexity of structure and function 
should only be subject to three forms of disease producing in¬ 
sanity as set forth In the classification of Griesinger. We might 
therefore expect with an increasing knowledge of the mind that 
a progressively increasing number of disorders would be recog¬ 
nized. This has as a matter of fact taken place but the difficulty 
in the whole situation has been that no comprehensive idea has 
seemed to prevail as to what constituted a type and as a result 
the conception of types has been too fixed, too inelastic. 

The same condition of affairs prevailed in the realm of bio¬ 
logy with reference to the conception of species. When the con¬ 
cept of species first arose it was thought to represent a very per¬ 
manent thing, something definite and invariable in nature. This 
conception, however, had to give way before the evolution hypo¬ 
thesis the very essence of which is the theory that higher forms 
of life are developed from lower and which therefore of necessity 
predicates the existence of transition forms which as a matter 
of fact are found in great profusion in nature. 

It is the same with these so-called clinical types. They are 
not clean cut entities but are only groups of symptoms which 
either seem to occur more frequently in combination or else have 
been more definitely and clearly seen because of the nature of that 
combination. In fact types as such may be said to be in the 
minority. The great mass of cases seen are in combinations more 
or less intermediate in character. The conception of mental dis¬ 
ease in order to be accurate must be from a broadly biological 
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view point. Types are like species. They have innumerable 
transitions and intermediate forms. It is as if overlooking a vast 
though young forest. Here and there certain trees because of 
their great size or prominent location would stand out distinct 
from the others. These would at once be picked out by the 
oberver as types, yet the forest as a whole is not composed of 
these but of the immense number of smaller trees among which 
these few stand out definitely, and a more detailed study of the 
majority of the trees of approximately the same size would reveal 
minor differences of structure; for example, in the form of leaf, 
thickness of bark, inclination of branches, color of flowers, etc., 
many of which might only serve to distinguish the individuals 
while others would be of sufficient importance to constitute var¬ 
ieties, or even species. 

The conception of disease types having hard and fast bound¬ 
ary lines is consonant with the conceptions of the old psychology 
which looked upon mind as composed of a number of cubby 
holes in each one of which was pigeon-holed a faculty and each 
faculty—feeling, intellect, volition—was just as distinct from the 
others as the conception implied. Now, however, this is all 
changed. Mental processes, from their incidence in sensations to 
the release of the motor responses constituting conduct are con¬ 
ceived to have as their physical substrate a continuous neural 
process. Sensation verges into perception, perception 
into apperception, perception and apperception into idea¬ 
tion and idea association, ideation and idea association into rea¬ 
soning and the formation of judgments, the formation of judg¬ 
ments into the formation of motives, and motives become the 
starting points of the release of the motor responses which produce 
actions—conduct. The process, although differently named in 
different parts of its course for convenience of designation is a 
continuous one and it would be hard indeed to imagine a disease 
affecting exclusively only a certain part of it. It would be equally 
hard to imagine how disease could affect this process in many 
individuals without producing innumerable clinical pictures with 
all grades of transition forms. 

These transition forms are very numerous. We often see 
cases which resemble equally dementia prsecox and manic-depress¬ 
ive insanity, manic-depressive insanity and involution melanchol- 
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ia, incipient paranoia and dementia prsecox, manic-depressive in¬ 
sanity and a toxic exhaustive psychosis, and so on, indefinitely. 

In the cases that resemble equally manic-depressive insan¬ 
ity and dementia praecox it is customary to wait and if the case 
gets well call it the former, if not, the latter. But this is hardly 
a rational procedure. I can remember well when the diagnosis 
of diphtheria was not made unless the patient died. We should 
at least recognize the possibility that these cases may be transi¬ 
tion forms—to be perhaps erected into specific types if they 
occur with sufficient frequency. 

Aside from the occurrence of intermediate and transition 
forms it is equally conceivable that various types—symptom 
groups—-may occur combined, superposed one upon the other. 
Again what we might conclude a priori would be the case we find 
by an appeal to facts really is the case. Symptom groups ordi¬ 
narily occurring only under certain circumstances are now and 
again, I might even say are not infrequently found under quite 
different conditions. 

Krafft-Ebing many years ago called attention to the fact that 
paranoiacs might develop paresis and while in my own experience 
covering several thousand cases I have never seen this combina¬ 
tion yet I can conceive of no reason why it should not occur. 
There are combinations, however, which are quite frequent and 
which have only received inadequate notice and even for the most 
part go unrecognized. 

I refer particularly to the condition of so-called secondary 
confusion to differentiate it from the primary toxic-exhaustive de- 
liria—or primary confusion. This is a condition which may, and 
frequently does, develop in the course of any of the psychoses. 
The insane are just as susceptible to toxic and infectious agencies 
as the sane and when such etiological factors operate they 
develop a toxic delirium in the same manner only here it is desig¬ 
nated as secondary because following or occurring in the course 
of another psychosis. 

Secondary confusion occurring in the course of a well de¬ 
veloped paranoia would probably be at once recognized as such 
but it often occurs under conditions which obscure its recogni- 
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tion and lead the observer to believe it part of the original 
psychoses'. This is preeminently seen in the hyperacute maniacal 
forms of manic-depressive insanity. Here we find a wildly ex¬ 
cited patient, quite completely confused, with only here and there 
an indication in the midst of almost absolute incoherence, of the 
flight of ideas which he, perhaps only a short time before, showed 
typically, greatly emaciated, taking little or no food, tongue and 
lips dry, perhaps sordes on the gums, sunken eyes, numerous 
bruises which it is impossible to keep dressed, and an elevation 
of temperature of two or three degrees. This is a typical picture 
of the so-called acute delirious mania, but certain indications of 
the two diseases—manic-depressive insanity and infectious-ex¬ 
haustive delirium—are present. The incessant activity is largely 
manic, the complete incoherence delirious, while the history if 
complete would probably show the true relations, and I believe 
a certain proportion of the cases which have been described under 
this caption have in reality been cases of manic-depressive in¬ 
sanity upon which has been engrafted an infectious-exhaustive 
delirium—a secondary confusion. 

Again we are led to believe that one of the distinguishing 
features of manic-depressive insanity is its failure even after a 
long time to produce dementia. When we see dementia occurring 
in its course then we should look for other possible causes. Per¬ 
haps most frequently we will find the dementia is a true senile 
or pre-senile dementia which has come along in the natural course 
of events and notwithstanding that the patient has already a well 
developed psychosis. Perhaps in some other cases it may be post- 
infectious or perhaps arteriosclerotic. The main point being that 
because a person has manic-depressive insanity is no reason he 
should be immune from the ordinary diseases that affect the 
brain and impair the mind. 

One of the more common combinations is the occurrence of 
neurasthenic symptoms in the early stage of paresis, while a symp¬ 
tomatic depression is frequent as a result of the depressing ob¬ 
sessions, of psychasthenia, and who has, not seen hysteria asso- 
anoia syndrome in manic-depressive insanity, dementia pr^cox, 
Alcoholic delirium in manic-depressive insanity and paresis might 
also be mentioned as not uncommon. 

Aside from this admixture and overlapping of types as above 
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ret forth by a few examples we find perhaps more frequently cer¬ 
tain associations of groups of symptoms, perhaps typical of well 
defined types, present in other diseases. Thus we find the par¬ 
anoia syndrome in manic-depressive insanity, dementia prsecox, 
and paresis; flight of ideas in dementia prsecox; the Korsakoff 
syndrome in senescence and paresis; the presbyophrenic syndrome 
m paresis; katatonic rigidity and negativism in the toxic-exhaus¬ 
tive psychoses and so on indefinitely. 

Whoever can satisfactorily explain these and various other 
syndromes occurring so frequently in the realm of mental disease 
will do much towards adding to the clearness of our conceptions 
of mental alienation in general and to the clearing up of many 
distinct and separate problems in particular. 

Perhaps no one of the general conceptions of psychiatry has 
been so much abused both in theory and practice as the concep¬ 
tion of dementia. Terminal dementia was for generations the 
convenient and ever handy waste-basket of the psychiatrist into 
which he calmly dumped all the cases he could not classify. Then 
to add to the confusion he came to recognize, because of certain 
superficial resemblances, a form of primary or acute curable de¬ 
mentia with very favorable prognosis. 

The symptom dementia, to my mind, should be understood to 
include only conditions of permanent mental impairment (I am 
not now referring to the term dementia praecox) and broadly con¬ 
ceived from this point of view it presents certain valuable and 
important implications. 

Dementia is a symptom often found and found under, super¬ 
ficially at least, widely different circumstances. Certain diseases 
of the mind tend naturally toward dementia, such as paresis a id 
dementia praecox, while others do not, such as manic-depressive 
insanity. In the latter class of cases, however, as already indicated 
dementia may supervene as an accidental symptom—an epiphe - 
nomenon. Now, if it can be shown that mental diseases are sep¬ 
arable into two main divisions one in which dementia is a natural 
outcome, and the other in which dementia is a purely accidental— 
not necessary—symptom I think we have a broad basis for classi¬ 
fication and a synthesis, with reference to the former group at 
least, which must be of value. 

If we attempt this separation into the dementing and the non- 
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dementing psychoses we shall have little difficulty until we come 
to paranoia. This disease is generally held to belong to the latter 
class but I have held for a long time and firmly believe that that is 
not its true place. 

When the term paranoia first came into use the number of 
cases included under it by some alienists was tremendous. It 
seemed as if the description of this new disease had solved all the 
difficulties of psychiatry and large numbers of obscure and pre¬ 
viously unsatisfactorily classified cases were included within its 
■domain. Now, after years of experience with this disease type 
the pendulum seems to have swung to the other extreme and we 
are beginning to feel that perhaps there is no such things as 
paranoia, strictly speaking, after all but only frequent combina¬ 
tion of symptoms which are known as paranoid or paranoic which 
may arise in the course of several mental diseases. The basis upon 
which true paranoia has been differentiated from other conditions 
has often been on the absence of impairment, and when paranoid 
symptoms were associated with marked intellectual impairment, 
the diagnosis has been dementia praecox. It seems to my mind 
very questionable whether this diagnosis can be maintained and 
whether we are not really dealing with two extremes between 
which every possible transition form may be found. 

A woman who expresses the idea that her husband is untrue to 
her has so far not shown any signs of intellectual impairment or 
expressed an idea which inherently shows any evidence of in¬ 
tellectual impairment; when, however, she adduces as proof of 
this statement the fact that when she looked out upon the street 
the morning following a snow storm she saw numerous foot¬ 
prints among which she distinguished those of a woman who had 
been to the house during the night to meet her husband, and with¬ 
out any additional facts presents this argument in support of her 
previous statement it would seem that we are justified in saying 
that her judgment in this specific instance is poor, and when we 
find that all of her arguments in support of her ideas are of a 
similarly flimsy and unwarranted character, that her judgment is 
impaired, and although this patient talks reasonably about most 
things, is acute to perceive, and under ordinary circumstances 
shows no outward signs of mental disturbance or impairment, yet 
I cannot see how we are to escape the conclusion that impairment 
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actually exists. She is suffering from that condition so well ex¬ 
pressed by the German word Kritiklosigkeit. 

The delusional system which this patient has built up is found¬ 
ed upon ideas which have no answering facts in actual expel i- 
ence and to be consistently maintained the patient must be afflicted 
with serious defect of judgment. 

Now judgment is a function of the intellect so that a defect 
of judgment presupposes an impairment of the intellect. Can not 
this impairment be properly regarded as the earliest symptom of 
dementia. Is there any essential difference, other than one of de¬ 
gree, between the belief of one patient that his food is poisoned 
and the belief of another that he has no hands? Is not the fan¬ 
tastic, absurd nature of the delusion simply a measure of the in¬ 
tellectual impairment? The delusion of poisoning is just as far 
removed from facts and has no more foundation in experience; 
it is, however, more probable, less absurd, presents fewer unusual 
features because the judgment is not so seriously impaired. 

If this condition can be called dementia in its earliest mani¬ 
festations then its separation from the better recognized conditions 
to which the term dementia is usually applied is a separation only 
of degree. The whole case from an intellectual standpoint would 
appear to be one of degree and I firmly believe there may be found 
every grade of transition between the most typical paranoia on the 
one hand and the profoundly demented case of paranoid demen¬ 
tia on the other. 

In a further endeavor to correlate various disease types from 
the standpoint of the dementia syndrome a resort to a figure of 
speech for the elucidation of my meaning seems to me desirable. 

The launching of a human being upon the world may be com¬ 
pared to the issuing of a bullet from the muzzle of a rifle. At 
the moment of starting a certain potentiality is developed, which 
we speak of as initial velocity, that under ordinary circumstances, 
that is the ordinary effects of gravity and atmospheric resistance, 
will carry it a certain definite distance—the normal span of life. 
If, however, the charge of explosive—developmental force—has 
been deficient or the resistance to the bullet—stress—has been un¬ 
usually great or both of these factors operate together the bullet 
will fail to reach the normal limit of its flight. 

Thus we see individuals who are thus lacking in their in¬ 
herited tendencies toward development breaking down and de- 
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menting under relatively very light stresses or even under con¬ 
ditions where stress in the ordinary sense of the term can hardly 
be said to be present at all. A certain proportion in whom the de¬ 
velopmental force is very inadequate break down at the period of 
puberty and adolescence—others weather this condition only to 
go to pieces under the stress incident to pregnancy, parturition 
or lactation, while still others reach the climacteric which if passed 
in safety is shortly followed by senescence which claims so many 
victims. 

Aside from the physiological crises many of these cases un¬ 
der favorable conditions get on fairly well but go to pieces undei 
accidental stress such as intoxicants, infections, trauma, prolonged 
worry or anxiety, strong mental shock or other physical or men¬ 
tal stress making in general for toxemia and exhaustion. An at¬ 
tack of one of the specific fevers such as typhoid, produces an un¬ 
usually marked delirium which is prolonged into convalescence 
and only subsides to leave the patient with a permanently shattered 
mind. 

Classifying insanity upon the basis of the dementia syndrome 
we would have the following results. 

NON-DEMENTING PSYCHOSES. 

1 . infection-exhaustion psychoses, (febrile delirium, post- 

febrile psychoses, collapse delirium) 

2. TOXIC PSYCHOSES. 

a) Endogenous (uremia, diabetes, myxedema. 

b) Exogenous. 

1. Alcohol. 

2. Opium. 

3. Cocaine. 

4. Mixed Cases. 

5. Miscellaneous Intoxicants. 

3 MANIC-DEPRESSIVE PSYCHOSES. 

4. PSYCHOSES ASSOCIATED WITH OTHER DISEASES. 

a) Nervous diseases (functional, not destructive in character, 
such as chorea.) 

b) Diseases other than nervous (cardiopathies and visceral 
disease not producing infection or- exhaustion.) 

5 THE PSYCHONEUROSES. 

1. Epilepsy. 

2. Hysteria. 
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3. Neurasthenia. „ . -_ 

4. Psychasthenia. 

5. Hypochrondnasis. 

6 . constitutional psychopathies (constitutional depression, 
sexual inversions, pathological character.) 
DEMENTING PSYCHOSES. 

1. DEMENTIA PRAECOX. 

2. INVOLUTION MELANCHOLIA. 

3. SENILE AND PRE-SENILE PSYCHOSES. 

4. PARANOIA AND paranoid states (not otherwise classified.) 

5. PARESIS. 

6. PSYCHOSES ASSOCIATED WITH OTHER DISEASES. 

a) Nervous Diseases, (organic and destructive such as 
multiple sclerosis, polyneuritis.) 

b) Organic Diseases and Injury of the Brain, (tumor, 
hemorrhage, softening, meningitis, arterio-sclerosis.) 

Of course it must be understood that the non-dementing psy¬ 
choses may produce dementia in an unstable or greatly predisposed 
individual. Alcohol, however, if persisted in will produce de¬ 
generation in the strongest character while delirium may be as¬ 
sociated with a febrile movement, if only it is sufficiently severe, in 
the most stably organized individual. The dementing psychoses 
on the other hand tend naturally because of their very nature to 
lead to permanent mental impairment. 

It is aside from the purposes of this paper to discuss the path¬ 
ology of these several conditions. On general principles, how¬ 
ever it would seem fair to assume, and Bolton* in a recent ex¬ 
cellent study has in fact attempted to prove, that dementia is the 
expression of “neuronic degeneration” he believes in every 
instance “following insufficient durability.” As a further 
result of his studies he describes the condition of amentia as occu¬ 
pying a mid-position between these dementias on the one hand 
.and normal individuals on the other hand and states the under¬ 
lying condition to be “deficient neuronic development.” 

A consideration of the dementing psychoses, especially those 
that occur at the critical periods of life, adolescence, the climac¬ 
teric, and the senium—-from these general view points; namely, 
as being due to a failure in the developmental forces and deficient 
neuronic development” and resulting in ‘neuronic degeneration 
will make their relations to one another much more clear. We 
can correlate the confusion, the emotional deterioration, and mem- 


*Amentia and Dementia. Journal of Mental Science, April 1903. 
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ory defects of dementia prascox and senile dementia and can under¬ 
stand that the peculiar disturbances of motility in katonia may be 
found in certain cases of senile dementia or on the other hand be 
represented in the resistance of involution melancholia. We can 
understand why our cases of involution melancholia do not get 
well and how it is that we frequently find signs of arterial degen¬ 
eration and pre-senility in cases of adolescent insanity. We can al¬ 
so understand why in certain toxic-exhaustive cases developing in 
predisposed individuals we might get symptoms of this adolescent- 
climacteric-senile group, for example negativism, catalepsy, stupor, 
etc. 

Again is it easy to conceive why in paresis with its widely des¬ 
tructive lesions, arterio-sclerotic brain disease with extensive cor¬ 
tical devastations, and polyneuritis with its associated central de¬ 
generations we should often get the same combinations of symp¬ 
toms—the Korsakoff syndrome. We see also why arterio-sclerosis 
and multiple sclerosis often closely resemble paresis and finally 
how it is that symptoms of amentia, “deficient neuronic develop¬ 
ment,” such as obsessions, impulsions, hysterical and neurasthenic 
syndromes may crop up and complicate the picture in any of these 
conditions. 

SUMMARY. 

In summing up, the conclusions and arguments of this paper 
naturally arrange themselves under five heads. 

1. The necessity for a broad biological view point in consider¬ 
ing the problems of mental alienation. 

2. The inconstancy and variability of types in mental disease 
as shown by: 

a. The occurrence of transition and intermediate forms. 

b. The overlapping or superposition of clinical types.. 

c. The occurrence of special groups of symptoms—syndromes 
—in widely different clinical pictures. 

3. The desirability of a pause in the universal tendency to the 
analysis of mental symptoms for the purpose of developing gen¬ 
eral principles under which to group results. 

4. The suggestion that a great deal could be accomplished in 
this direction by the study of certain symptom groups apart from 
the special diseases which they more or less typify. 

5. The illustration of what can be accomplished bv this method 
by its application to the dementia syndrome. 



